Purpose: The aim of the present study was to evaluate the pathological and oncological outcomes of laparoscopic radical prostatectomy (LRP) and robot-assisted radical prostatectomy (RARP) performed by one surgeon at a single center. Subjects: We evaluated 700 patients with localized prostate cancer (i.e., 250 received LRP and 450 received RARP) in the study. The clinicopathological outcomes, positive surgical margin (PSM) frequency, and biochemical recurrence (BCR)efree survival were compared between LRP and RARP. Results: At diagnosis, the median patient age and level of prostate-specific antigsen in the serum for LRP were 68 years and 8.1 ng/ml, respectively, while those for RARP were 66 years and 7.7 ng/ml, respectively. In the LRP group, the overall PSM rate was 31.2% (11.1% for pT2a, 19.0% for pT2b, 25.0% for pT2c, 60.0% for pT3a, 64.3% for pT3b, and 50% for pT4). In the RARP group, the overall PSM rate was 20.7% (4.8% for pT2a, 15.9% for pT2b, 12.9% for pT2c, 36.9% for pT3a, 46.2% for pT3b, and 100% for pT4). The PSM rate was significantly lower for RARP in men with pT2c, pT3a, or pT3b disease (p ¼ 0.006, p ¼ 0.009, and p ¼ 0.027, respectively). Based on the multivariate analysis, RARP reduced the risk of BCR (hazard ratio ¼ 0.8, p ¼ 0.014). Conclusions: We compared the pathological findings and rates of BCR-free survival between patients who received LRP and those who received RARP at a single center. The rate of BCR-free survival was significantly higher in men classified as D'Amico high-risk patients who received RARP versus that reported in D'Amico high-risk patients who received LRP.
Introduction
Robot-assisted radical prostatectomy (RARP)dan advancement of minimally invasive surgerydis aimed at reducing the difficulty associated with complex laparoscopic surgery. Given the technological advances in the surgical field (e.g., three-dimensional views, instruments with seven degrees of freedom, and optical power), RARP has become a widely used to manage surgical approach for the treatment of localized prostate cancer (PC) in Japan. However, thus far, there are no large randomized controlled trials showing the superiority of RARP over laparoscopic radical prostatectomy (LRP) [1, 2] . A systematic review comparing the oncological outcomes associated with these two surgical approaches was inconclusive regarding the superiority of RARP versus LRP [3] [4] [5] .
The aim of the present study was to compare the pathological and oncological outcomesdincluding localization of a positive surgical margin (PSM)din men receiving LRP or RARP performed by one surgeon at a single center.
Subjects

Patient characteristics
The study included patients who received radical prostatectomy for localized PC between April 1, 2007 and March 31, 2018 at the Kyorin University Hospital, Tokyo, Japan. The study was approved by the ethics committee (approval number: H30-053) of the hospital. Written informed consent was provided by all patients prior to surgery. Treatment-naïve patients (n ¼ 700; LRP, n ¼ 250; and RARP, n ¼ 450) with localized prostate cancer enrolled in the study (Table 1) . All patients were not received therapy (radiotherapy and/ or androgen therapy) before surgery. In Japan, RARP that covered by insurance since April 2012 was performed in all patients with localized PC at our hospital. A significant difference was observed only in median follow-up (35 months for LRP vs 61 months for RARP, p ¼ 0.02).
The follow-up including trimonthly visits for 5 years and annual visits thereafter. Biochemical recurrence (BCR) was defined as a consecutive increase in the level of prostate-specific antigen (PSA) in the serum > 0.2 ng/ml. Several patients who developed BCR subsequently received radiotherapy and/or androgen therapy.
Surgical techniques
We performed LRP using the posterior approach to the seminal vesicle based on the method described in the Montsouris technique [6] . The same approach was also adopted for the RARP procedure [7] . For those who received surgery, preservation of cavernous nerves was performed on the cancer-negative lobe. Bilateral preservation was limited in patients in whom the cancer was located at the transitional zone. Limited dissection of the lymph nodes was performed for all patients. Preservation of the neurovascular bundle was performed in 23 (9.2%) and 47 (10.4%) patients who received LRP and RARP, respectively. In our center, most of the patients think that complete cancer resection is more important than function preservation.
Statistical analysis
The results are expressed as means and range values. Continuous variables were compared between the two groups using the Student t test and ManneWhitney U test. The KaplaneMeier method was used to plot BCR-free survival curves, which were verified using the Wilcoxon test. In addition, the c 2 test was used to analyze nominal data. All statistical analyses were performed using the JMP 12.0 software (SAS Institute, Cary, NC, USA).
Results
The characteristics of patients (e.g., age, levels of PSA in the serum, Gleason score, and D'Amico risk classification) are shown in Table 1 [8] . In accordance with the D'Amico classification, in the LRP group, there were 85, 134, and 31 patients at low, intermediate, and high risk, respectively. In the RARP group, these numbers were 129, 252, and 69 patients, respectively. In accordance with the Gleason score and D'Amico risk classification, the RARP group did not exhibit significantly advanced PC versus the LRP group.
The data (i.e., pathological results, statistical analyses, and salvage therapy) of the two groups are summarized in Table 2 . Based on the Gleason score and pathological stage, the RARP group did not demonstrate significantly advanced PC versus the LRP group. In the LRP group, the overall PSM rate was 31.2% (11.1% for pT2a, 19.0% for pT2b, 25.0% for pT2c, 60.0% for pT3a, 64.3% for pT3b, and 50% for pT4) ( Table 3 ). In the RARP group, the overall PSM rate was 20.7% (4.8% for pT2a, 15.9% for pT2b, 12.9% for pT2c, 36.9% for pT3a, 46.2% for pT3b, and 100% for pT4). For RARP, the PSM rate was significantly lower in men with pT2c, pT3a, or pT3b disease (p ¼ 0.006, p ¼ 0.009, and p ¼ 0.027, respectively) ( Table 3 ). The PSM site was classified as follows: the base, lateral lobe, apex, anterior, posterior, periprostatic fat tissues, or seminal vesicle. In the RARP group, PSM localization was significantly less frequent versus the LRP group at the lateral lobe (13% vs. 5.1%, respectively, p < 0.0001) and apex (28% vs. 10%, respectively, p < 0.0001). LRP, laparoscopic radical prostatectomy; RARP, robot-assisted radical prostatectomy; BCR, biochemical recurrence; RT, radiation therapy; ADT, androgen deprivation therapy. LRP, laparoscopic radical prostatectomy; RARP, robot-assisted radical prostatectomy; PSA, prostate-specific antigen. At the end of the follow-up period, 53 (21.2%) and 46 (10.2%) patients developed BCR in the LRP and RARP groups, respectively. The BCR-free survival rate was significantly higher among men who received RARP compared with that observed in patients who received LRP (p ¼ 0.029, Fig. 1a ). Moreover, there were statistically significant differences in the number of patients classified as D'Amico high-risk between the LRP and RARP groups (p ¼ 0.024) (Fig. 1d ). However, there were no statistically significant differences in the number of patients classified as D'Amico low-or intermediate-risk (p ¼ 0.166, p ¼ 0.174; Fig. 1b and c, respectively).
Univariate and multivariate proportional analyses were performed to investigate the association between the rate of BCR-free survival following these surgical procedures and clinicopathological characteristics of patients (Table 4 ). In the univariate analysis, the levels of PSA in the serum (p ¼ 0.033), Gleason score (p ¼ 0.042), extra prostatic extension (p < 0.001), lymphovascular invasion (p ¼ 0.034), perineural invasion (p < 0.001), resection margin (p < 0.001), lymph node metastasis (p < 0.001), and RARP (p ¼ 0.029) were identified as significant prognostic predictors. In the multivariate analysis, RARP, perineural invasion, and the resection margin were identified as independent predictors of BCR (p ¼ 0.014, p ¼ 0.001, and p ¼ 0.002, respectively) (see Table 5 ).
Discussion
RARP is widely used for the management of localized PC. The perioperative advantages offered by laparoscopic surgerydapart from minimal invasivenessdinclude a lower surgical margin rate for patients with intermediate-and high-risk disease [9] [10] [11] [12] [13] [14] [15] . Our study demonstrated that the overall PSM rate for LRP (31.2%) was higher than that observed for RARP (20.7%). In addition, the PSM rate was significantly lower for RARP in men with pT2c, pT3a, or pT3b disease (p ¼ 0.006, p ¼ 0.009, and p ¼ 0.027, respectively). In addition, the PSM rates after LRP were higher versus those reported in other studies (Table 4 ) [16] [17] [18] [19] [20] [21] [22] [23] [24] . In a systematic review investigating PSM after RARP, Yossepowitch et al [25] reported that the average PSM rate for RARP was 15% (range: 6.5 e 32%). Of note, this rate was higher in men with disease of a more advanced pathological stage. Tozawa et al [26] reported that the distributions of PSM following LRP and RARP are significantly different. The investigators found that apical PSM was more commonly observed in LRP versus RARP because of the unclear visualization of the apex in the LRP. The results of the present study are consistent with this finding. In this study, the significantly reduced PSM rate may be attributed to our careful incision at the apex and lateral sites during RARP. There are several reasons for the improved surgical outcomes with RARP versus LRP, especially at the apex and lateral sites. First, apical dissection was easily performed during RARP. During both procedures, the bunching technique was used for the preparation of the dorsal vein complex (DVC). In LRP, DVC resection was performed using LigaSure™ (Medtronic, Minneapolis, Minn). However, this technique may alter the shape of the apex or tear the prostatic capsule, resulting in exposure of the tumor. In contrast, in RARP, the DVC was cut using scissors. Therefore, a large or complexshaped prostate in the apex may have been more accurately dissected. Second, during RARP, the lateral side of the prostatedincluding the periprostatic tissuesdwas dissected using a fourth arm for counter traction. Notably, the most relevant predictors of PSM rates in LRP and RARP include the skill of the surgeon, tumor stage, preoperative level of PSA, Gleason score, and volume of the prostate [27] [28] [29] .
Regarding BCR, Huang performed a meta-analysis showing that the overall BCR rates for LRP and RARP were similar. [30] In the present study, the rate of BCR-free survival was significantly higher in men who received RARP versus that observed in patients who received LRP. The rate of BCR-free survival was significantly higher in men classified as D'Amico high-risk patients who received RARP versus that reported in D'Amico high-risk patients who received LRP. However, there were no significant differences between those classified as D'Amico low-risk or intermediate-risk patients. Moreover, PSM following surgery was identified as a significant independent predictor of BCR [31, 32] . The PSM was associated with an increased risk of BCR after surgery, and the PSM rate was higher in men with disease of a more advanced pathological stage. In theory, the BCR rate for advanced tumors is expected to be higher than that observed for early stage tumors. In the present study, the outcomes recorded after RARP were better versus those observed after LRP in terms of PSM in patients with pT2c, pT3a, or pT3b disease. The rate of BCR-free survival in those classified as D'Amico high-risk patients may be significantly higher after RARP versus that reported after LRP. Further studies are required to determine the oncological benefit of RARP in high-risk patients.
The limitations of this study were its retrospective design, single-center investigation, one surgeon, and the relatively short follow-up period for the RARP group. Therefore, future studies with Table 5 Characteristics, positive surgical rates, and biochemical recurrence in comparative studies evaluating LRP and RARP. longer follow-up periods, comparing BCR at different stages of tumors, are warranted.
Conclusions
In this study, we observed improved oncological outcomes for patients who received RARP versus those reported in patients who received LRP. Additional follow-up is necessary to determine the importance of these results for the rate of mortality related to PC.
